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Abstract
This paper analyzes Title X of the 1970 Public Health Service Act using a strengths perspective
framework. Title X was the country’s first federal policy to provide public funding for family
planning programs and it was implemented during a time when overpopulation was a great
concern. The goals of Title X align with the strengths perspective’s focus on self-determination
and empowerment. While Title X has made a great contribution by preventing unplanned
pregnancies for low-income women, there are several limitations in regards to beneficiaries,
service delivery, and funding. This paper explores both the strengths and limitations of the
policy and makes recommendations for improvements that are crucial as implementation plans
of the Patient Protection and Affordable Care Act of 2010 are developed.
he Title X Population Research and Voluntary Family Planning Programs (Title X)
provide public funding to family planning programs for low-income women. Title X
was enacted shortly after the birth control pill was approved for contraception and during a time
when overpopulation concerns occupied center stage. The growing population worldwide raised
anxiety about meeting people’s basic needs as well as concerns about poverty, shrinking natural
resources, and education (May, 2010). In fact, “The pill promised to be a stealth weapon that
would defuse the ‘population bomb’ by limiting the size of ‘nuclear’ families across the globe
(May, 2010, p. 37). Theoretically, Title X in many ways reflects empowerment and self-
determination values of Social Work’s strengths perspective. Today, Title X provides funding
for family planning services and exists to serve the original goal, “to assist in making
comprehensive voluntary family planning services readily available to all persons desiring such
services” (The Family Planning Services and Population Research Act [FPSPRA], 1970, p.
1504) by providing an array of reproductive health care services.
Using a strengths perspective to analyze Title X is useful to understand what changes are
needed and how to best serve low-income women seeking Title X services. As cited by Chapin
(2011), “the strengths perspective is a philosophical approach to social work that posits that the
goals, strengths, and resources of people and their environment, rather than their problems and
pathologies should be the central focus on the helping process” (p. 2). The purpose of this paper
is to utilize the strengths of Title X to make recommendations for changes that ultimately impact
women.
Overview
In light of increasing concerns about overpopulation, Nixon signed Title X into law as a
part of the Public Health Service Act in 1970. Title X provided funding for low-income women
to access contraceptives and information. This marked success for the women’s rights
movement because it directly aligned with the theoretical underpinnings of the movement that
T
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focused on gender equality. Birth control gives women the option to plan and space their
families and, therefore, affords women self-determination in their families and beyond to their
educations and careers.
Policy Analysis: Strengths and Limitations
Insights gained by examining who benefits from Title X, how services are delivered, and
how the policy is funded help document the strengths and limitations of Title X (Chapin, 2011).
Furthermore, the strengths and limitations inform and provide a foundation for recommendations
and policy change.
Beneficiaries
Demographics of Title X patients in 2009 are summarized in Table 1 (US Department of
Health and Human Services [HHS], 2010). Traditionally marginalized racial/ethnic minorities
are over-represented as patients of Title X. Americans in poverty are similarly over-represented
(Census, 2011).
Table 1
Demographics of 2009 Title X Patients
Title X has a positive impact on families, future families, and sexual partners of Title X
patients. Families and future families are improved by better birth outcomes associated with
planned pregnancies. When controlling for socio-demographic factors, Cheng, Schwarz,
Douglas, and Horon (2009) found that women who experience unintended pregnancies are less
likely to have adequate prenatal care, less likely to breastfeed, and more likely to have babies
with low-birth weight than their counterparts who experience planned pregnancies. Conversely,
Gender %
Female 93
Male 7
Age %
19 and younger 24
20-29 50
30 and older 26
Race/Ethnicity* %
White 59
Hispanic/Latino 28
Black/African-American 20
Asian 3
Native American or Other Pacific Islander 1
American Indian or Alaska Native 1
Federal Poverty Level %
At or Below the Poverty Level 70
Between 101% and 250% of the Poverty Level 23
Greater than 250% of the Poverty Level 4
* These numbers do not add up to 100% because one could record both
Hispanic/Latino for ethnicity and another category for race. US
Department of Health and Human Services HHS, 2010
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Kost, Landry, and Darroch (1998) found that women who planned their pregnancies were more
likely to recognize their pregnancy in the first six weeks, seek prenatal care in the first eight
weeks, and adhere to medical advice to stop smoking.
Families and sexual partners of Title X patients are also healthier because of cancer
prevention and sexually transmitted infection (STI) screening and treatment. Early detection and
treatment of cervical and breast cancer can lead to better health outcomes for women (Centers
for Disease Control and Prevention, n.d.). The same can be said for STIs, potentially resulting in
a positive impact for both the patient and his/her family (Tripp & Viner, 2005). Further, if one’s
partner is diagnosed with an STI, he/she may be more likely to get tested and/or use barrier
protection in future sexual encounters.
Finally, taxpayers and the government benefit from Title X. In fact, Frost, Sonfield,
Benson Gold, and Ahmed (2006) estimate that every dollar spent on Title X saves state and
federal governments three dollars due to the Medicaid-covered pregnancy care averted by
preventing unplanned pregnancies. Furthermore, another child could push more women and
families below the poverty level and raise government costs (Forrest & Samara, 1996).
Services provided by Title X have had a profound impact. It is estimated that between
1980 and 1999, Title X-funded clinics helped prevent 19 million unintended pregnancies (Frost
et al., 2006). However, Title X providers are only reaching approximately one million black
women and 1.4 million Hispanic women. Yet, black women have the highest rate of unplanned
pregnancy (Finer & Zolna, 2011;Mosher, Martinez, Chandra, Abma, & Willson, 2004).
Additionally, Hispanic adolescents are more likely than black and white teens to forgo birth
control (as cited in National Latina Institute for Reproductive Health [NLIRH], 2010). Another
study found that black and Hispanic women are less likely than white women to use hormonal
birth control pills (Krings, Matteson, Allsworth, Mathias, & Peipert, 2008) and of those who do
use it, black and Hispanic women have a higher rate of contraceptive failure than white women
(Frost & Darroch, 2008; Ranjit, Bankole, Darroch, & Singh, 2001).
Service Delivery
Eligibility for services provided by Title X-funded clinics around the country is
determined through an income-based means test. Families who live at or below the Federal
Poverty Level (i.e., $23,050 gross income for a family of four) receive all services Title X grant
recipients are required to offer at no charge unless a third party is obligated or authorized to pay
(HHS, 2010). Families between 101% and 250% of the Federal Poverty Level receive services
on a sliding scale (as cited in HHS, 2010). For these women, choice of contraceptive method is
limited because their preferred method may be cost prohibitive. Limiting women’s contraceptive
choices can result in an increase in unintended pregnancy (Freeman, 2004).
Accessibility is an issue of social justice. While nearly 75% of the counties in the United
States have at least one Title X-funded clinic, four states have publicly funded family planning
clinics in fewer than 50% of their counties (Frost, Frohwirth, & Purcell, 2004), demonstrating a
lack of accessibility. In fact, difficulty obtaining contraceptives is one of the top three (along
with believing that she would not get pregnant and a fear of side effects of contraceptives)
reasons women report not using contraceptives (Singh, Darroch, Ashford, & Vlassoff, 2009).
Furthermore, in a study of family planning accessibility among local health departments, Planned
Parenthood clinics, and federally qualified health centers, Title X-funded clinics were reported to
be less likely than non-Title X clinics “to be open full-time, in the evening or on weekends”
(Ramashwar, 2007, p. 124). In addition, Title X providers are not always accessible to minority
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women. In a 2007 study, Title X-funded clinics were less likely than other reproductive health
clinics to “have services tailored for minorities” and to provide materials in other languages and
identify staff as culturally competent (Ramashwar, 2007, p. 124).
Funding
In 2009, the Office of Population Affairs (OPA) awarded Title X grants to 89 public and
private grantees. The 2009 grantees used these funds in their own clinics and distributed the rest
to 1,157 subcontractors, extending public funding to 4,515 service sites (HHS, 2010). While
funding for Title X has remained stagnant for many years, costs continue to increase. According
to Lindberg, Frost, Sten, and Dailard (2006), new contraceptive methods give women more
options to achieve contraceptive adherence, yet the cost of these new methods is higher. Further,
“two-thirds of the agencies that operate Title X-supported clinics reported in 2003 that they did
not stock certain methods because of their high cost” (Frost et al., 2006, p. 12). Not offering
these contraceptive methods impacts clients’ outcomes and undermines the goals upon which
Title X was founded. Without options, women are more likely to experience contraceptive
failure (Freeman, 2004). Furthermore, women are not likely to have all of their options when
clinics cope with funding that runs out before the end of the grant cycle by cutting hours,
reducing staff, and limiting the array of contraceptives offered.
Recommendations
The Patient Protection and Affordable Care Act of 2010 (ACA) will bring the United
States closer than we have ever been to universal health care coverage by expanding insurance
coverage to 32 million people by 2019, leaving 23 million uninsured residents (Chapin, 2011).
According to The Henry J. Kaiser Family Foundation, the ACA (as it currently stands) will
provide contraception, well-woman visits, STI screenings, and STI and HIV counseling with no
cost sharing (co-pay) requirement. However, according to Sonfield and Benson Gold (2010),
“all of this progress—much of it not yet crystallized—is beset by serious threats” (p. 287).
Though the Supreme Court ruled that the ACA is constitutional, lawmakers continue to attack
reproductive health benefits in the ACA, and states are struggling to fund Medicaid before the
drastic expansion of the program to extend coverage.
Building on the Strengths Perspective Foundation
Providing services under Title X through a strengths lens will likely address many
limitations. The goal of Title X is strengths-based, as it focuses on patients’ family planning
goals. Title X goals provide a strong foundation for inclusion of the strengths perspective
throughout the services provided under Title X. The following demonstrates how the strengths
approach can be infused to resolve some of Title X’s limitations.
Beneficiaries. Title X services need to be revamped to reach more women in need.
This cannot be achieved without addressing cultural competence, defined as “a set of congruent
behaviors, attitudes, and policies that come together in a system, agency, or amongst
professionals and enables that system, agency or those professionals to work effectively in cross-
cultural situations” (Cross, Bazron, Dennis, & Isaacs, 1989, p. 7). One simple way to
institutionalize cultural competency is to recruit staff on all levels who reflect the diversity of
Title X patients. Furthermore, the strengths perspective views the patient receiving services as
the expert and Title X administrators need to purposely incorporate patient feedback and
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involvement into goal planning and service delivery. Implementation of these two components
is the first step toward cultural competency.
Services provided to Hispanic women under Title X also require an improvement in
cultural competence. This is especially important since “95% of Title X clinics report having
clients that are not native English speakers” (Frost et al., 2006, p. 11). Special attention should
also be paid to reaching Hispanic adolescents, as their use of birth control has declined
significantly in recent years and they gave birth at more than twice the rate of white adolescents
in 2007 (as cited in NLIRH, 2010). In addition to recruiting staff that reflect their patients and
engaging patients in the process, Title X providers need to offer materials in other languages,
provide translation services, and engage staff in cultural competency training. Certainly cultural
competence is not this simple, though these recommendations provide first steps.
Service Delivery. Ideally, eligibility and the current fee for service model for Title X
services would to be reconsidered so a woman’s choice in contraceptive method would not be
limited by affordability. However, given the current funding and political climate this is not
feasible. It is therefore recommended that each Title X clinic engage patients in a community
needs assessment to determine which methods to offer. Prioritizing the methods based on
community needs will allow the Title X provider to offer fewer methods (decrease costs) while
maximizing the number of patients they see while staying within the Title X budget. Giving
women as many affordable choices as possible is empowering, reflective of a strengths approach,
and can have a direct impact on contraceptive adherence.
One way to address lack of accessibility is to change the grant application to require
extended accessibility by grantees. Grant applicants should be encouraged to collaborate with
other agencies to establish services in underserved areas. One Title X clinic recently expanded
into an underserved area in Appalachia by collaborating with an existing women’s center for
space. While only open one day each week, this is a beginning step to reach more women in
need of affordable family planning services (S. Emmert, personal communication, July 25, 2012)
(Note: This agency is no longer a Title X recipient). Furthermore, the grant application process
should assess who is able to provide services with greatest accessibility in terms of location,
hours of operation, and days open during the week. Awards should be granted accordingly.
Funding. It is quite possible that the ACA will resolve some of the funding limitations
on Title X as, in theory, there will be fewer women in need of Title X services because they will
be receiving them through expanded insurance coverage. If this happens and Title X is kept
intact, grantees may be provided with enough funding to get through the grant cycle. However,
ACA’s moving parts and uncertain future cannot guarantee this, thus requiring action to address
the issue now. Title X administrators need to creatively solve this funding issue. A community
needs assessment is one place to start to reduce the array of options provided in a client-centered,
strengths perspective way. Another option may be to encourage collaboration with other
agencies providing similar services. However it is accomplished, Title X administrators need to
be engaged in a creative thinking process (with patient involvement and input).
Conclusion
Title X has a strong foundation in self-determination and empowerment and has been
given credit for a reduction of unplanned pregnancies among low-income women. However,
there are many ways in which Title X providers can more effectively meet the needs of the
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populations they serve. Viewing services through a strengths lens can allow Title X
administrators to begin thinking about an array of options, especially ways to engage their
greatest strengths: their patients. If the promise of Title X is to be fulfilled, programs must more
clearly reflect the needs of women of color. This can be achieved in the following three ways: to
involve them more integrally, make options and services more affordable and culturally
competent, and develop the programs in a way that will fit into major health care transformations
to come. This paper outlines beginning strategies to make all three of these happen. Timing is
critical and we now have a rare window of opportunity for Title X administrators to collaborate
with service providers and patients to improve the limitations identified and prepare to better
serve those left behind by the ACA.
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